Introduction
Infection ofthe symphysis pubis is a rare complication accounting for less than 1% of cases of osteomyelitis. The predisposing causes reported are pelvic surgery, trauma and intravenous drug abuse. '3 We report what is to our knowledge the first case of osteomyelitis of the symphysis pubis following renal transplantation. This case highlights some of the well-known features of this condition such as delay in diagnosis, insidious onset and inadequacy of plain X-rays to detect early changes in the symphysis pubis. 4 Case report A 58 year old white woman had a one-haploid living-related renal transplantation to the left iliac fossa by standard surgical techniques. Preoperative evaluation of the donor showed fibromuscular dysplasia ofthe right renal artery, but not on the left. Therefore, it was decided to use the right donor kidney and during transplantation resect the diseased artery and replace it with a saphenous vein bypass graft from the left groin. The donor ureter was hooked up to the recipient bladder by Politano-Leadbetter technique. There were no intra-operative complications. Sequential immunosuppression was used, anti-lymphocyte globulin (ALG), azathioprine and prednisone for induction. Cyclosporin was substituted for ALG when the serum creatinine was < 5 mg/dl.
Sonogram and renal scan of the transplanted kidney at days 1 and 5 were normal. A low volume cystogram at day 5 did not show any leak allowing the removal of the Foley catheter. She developed cellulitis in the groin wound at the site ofsaphenous vein surgery 2 weeks later. Open drainage of the abscess yielded coagulase-positive staphylococci and appropriate antibiotics were given. This was followed by prolonged wound discharge.
She then remained well for 5 months when she presented with a low-grade temperature and a 2 cm wound abscess at the transplant incision, which was drained under local anaesthesia. The wound continued to discharge for 3 weeks despite adequate antibiotics and local wound dressing. At this stage she complained of suprapubic discomfort for which a plain X-ray of the pelvis, ultrasound of the transplanted kidney and pelvis and urine culture were obtained, but did not reveal any abnormality.
Approximately 6 weeks later, she presented with a high grade fever, severe pain over the symphysis pubis, adductor spasm and a waddling gait. Computed tomography (CT) ( Figure 1 ) and magnetic resonance imagery (MRI) (Figure 2 ) of the pelvis showed multiple sequestrae and erosion of the symphysis pubis. Surgical exploration of the wound under general anaesthesia revealed a superficial wound abscess with a track leading to the pubic symphysis. The track was opened, pus drained and sequestrectomy carried out. Coagulase-positive Staphylococcus aureus was cultured from the pus, blood and sequestra. She was treated with intravenous vancomycin and ceftazidime for 2 weeks, later changed to intravenous nafcillin for a further 6 weeks. This was followed by oral oxycillin for 4 weeks. The wound is now completely closed and she is symptom-free.
Discussion
Osteomyelitis of the symphysis pubis is an uncommon complication but is being reported with increasing frequency in intravenous drug abusers The development of osteomyelitis pubis in our case was probably due to direct extension of the superficial wound infection to the pubis. It is also possible that a minor leak from the ureteroneocystostomy led to the formation of urinoma which subsequently became infected and spread to the retro-pubic area.
Superficial wound infection spreading by the blood stream and localizing to the symphysis pubis is also a possibility. Although haematogenous osteomyelitis usually occurs at the metaphysis in long tubular bones, it also occurs at the metaphyseal-equivalent locations of which the symphysis pubis is one.'0 It is most likely that immunosuppression contributed to the development of osteomyelitis in our case, although in over 350 renal transplants performed in our unit, this was the first such case.
Osteomyelitis of the pubis symphysis is perhaps more difficult to detect at an early stage because signs and symptoms are vague and a high degree of clinical suspicion is required. Radiological investigations with plain X-rays, CT, MRI and bone scan are helpful and may be diagnostic."7 Care must be taken with the latter technique to avoid radioisotope accumulation in the bladder urine that can obscure visualization of the pubic bone.
CT and MRI scans have been used for the differential diagnosis of a variety of lesions of the pubis symphysis such as fractures, osteolysis, osteomyelitis and dislocations. Vogelzang et al."
described a case of tuberculous osteomyelitis ofthe pubis in which CT scan showed irregular destruction and erosion ofthe pubic bone with a soft tissue mass. Plain X-ray had earlier failed to demonstrate the lesion. Manzaneque et al. ' 2 also described the use of CT scan to diagnose tuberculous osteomyelitis of the pubic symphysis. Turner et al. ' 3 found MRI to be particularly useful in the differential diagnosis of pain in the pubic symphysis in a patient with chloroma.
Introduction
Rupture of a histologically normal spleen usually occurs as a result of indirect trauma or iatrogenic injury. Rarely, in association with well-documented pathological changes, the spleen may spontaneously rupture. Spontaneous rupture of a histologically normal spleen is exceedingly rare and its association with idiopathic thrombocytopaenic purpura has not been previously reported.
Case report
A 24 year old male with congenital aortic valve disease and idiopathic thrombocytopaenic purpura
